Background & Objectives: Hypertension and Diabetes Mellitus are both major modifiable risk factors leading to premature death due to cardiovascular and cerebrovascular diseases. Therefore, early diagnosis and treatment are must to reduce morbidity and mortality due to following diseases. Therefore authentic data on these issues are of great importance. The aim of this study was to address this gap and create awareness regarding essence of control of Diabetes and Hypertension among political cadres of Nepal as they play major role in policy making.
INTRODUCTION

Hypertension:
It was estimated that nearly 1 billion people were living with hypertension in 2000 and the disease burden is predicted to affect 1.56 billion by 2025. 1 The peculiarity with hypertension is that the mortality and morbidity start to rise in linear pattern starting from 115/75 mm Hg, 2 so that there is no threshold of safe blood pressure. Small increment in blood pressure above 115/75 has been shown to substantial changes in cardio and cerebrovascular disease burden. 3 The pharmacological interventions along with lifestyle and behavioral changes can effectively reduce the cardiovascular events attributed to hypertension. 4 Therefore timely diagnosis, treatment and control of hypertension in primary care are crucial for reducing disease burden as hypertension has been found to be a strong coronary risk factor. 5 However, majority with hypertension, despite the available evidences, are not effectively treated and controlled to the recommended blood pressure goals. 6 Most of the published studies from Nepal are focused on prevalence; studies on awareness, treatment and control rate are lacking. The initial data of prevalence ranging from 5.3% to 9.9% in the different regions of the country were based on community prevalence study and level as defined by World Health Organization at that time. 7, 8 In contrast to this, more recent studies showed almost three times increase in prevalence. 9, 10 Regarding awareness and treatment, a study 11 recorded the awareness, treatment, and control rates of 41.1%, 26%, and 6%, respectively with the overall prevalence of 19.7%. As Nepal is a representative of Low income countries (LICs), we assume that the picture with prevalence, awareness, treatment and control in an educated group definitely will be better than on population level. Therefore, this study was designed to evaluate these issues in a well-educated group of Nepalese subjects. Diabetes (diabetes mellitus) is classed as a metabolic disorder due to relative or absolute deficiency of Insulin hormone in the body. It is a major modifiable risk factor leading to premature death due to cardio and cerebrovascular diseases. 12 Type 2 Diabetes makes up about 90% of the cases. Some data indicate rates are roughly equal in women and men, but male excess in diabetes has been found in many populations with higher type 2 incidence, possibly due to sex-related differences in insulin sensitivity, consequences of obesity and regional body fat deposition, and other contributing factors such as high blood pressure, tobacco smoking, and alcohol intake. The World Health Organization (WHO) estimates that diabetes mellitus resulted in 1.5 million deaths in 2012, making it the 8 th leading cause of death. In 2014, the International Diabetes Federation (IDF) estimated that diabetes resulted in 4.9 million deaths worldwide. 13 The greatest increase in rates has been seen in low-and middle-income countries. The fastest prevalence increase is expected to occur in Asia and Africa. The increase in rates in developing countries follows the trend of urbanization and lifestyle changes, including increasingly sedentary lifestyles, less physically demanding work and the global nutrition transition, marked by increased intake of foods that are high energy-dense but poor in nutrition.
MATERIALS AND METHODS
A Cross sectional study was designed. Subjects were various political cadres from Nepal. All the delegates attending the assembly were included in the study while other administrative officers, observers, security personnel and guest were excluded. Standard Proforma was used for data collection. Verbal consent for the use of clinical and demographic data was taken. Blood pressure was measured by the conventional auscultatory method with an aneroid sphygmomanometer with standard sized cuff (12 × 34 cm). The blood pressure measurement was taken in the seated position, quietly in a chair with feet on the floor and an arm support at the level of heart. Blood Sugar was measured by GOD/POD (Glucose oxidase/ Peroxidase) method. The definition of hypertension was adapted from the guidelines of the Seventh Report of the Joint National Committee (JMC 7) on Prevention, Detection, Evaluation and Treatment of High Blood Pressure that is, systolic blood pressure (SBP) ≥ 140 mm Hg or diastolic blood pressure (DBP) ≥ 90 mm Hg and/or concomitant use of antihypertensive medications. For the diagnosis of Diabetes, previous history of Diabetes was considered. For the non diabetic patient if the random blood sugar was > 200 mg/dl, they were suspected of having Diabetes. Those having random blood sugar > 200 mg/dl were advised for fasting blood sugar next morning and to be informed to the study group. If fasting blood sugar level was more than 126 mg/dl and postprandial more than 200mg/dl they were considered as diabetic. In this way Diabetes was confirmed. Simple statistical calculations using MS Excel 2010 were done and the studied parameters; prevalence, awareness, treatment and control, were expressed in percentages. No comparisons with other data were conducted. No interobserver and intraobserver variability were studied.
RESULTS
A total of 291 subjects were screened. Seventy eight percent of the population studied were males and only 22% were females. Total of 50.5% of the population had normal Blood Pressure (BP) while 24.4% had borderline BP. It was explored that 25.1% were Hypertensive. Among the hypertensive, 33.3% were known hypertensive under medication. Total of 27.8% of known
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hypertensive had good BP control while 42.3% had poor control over their BP. Body mass Index (BMI) was also calculated based on height and weight of the subjects. Among them 46.7% were overweight, 15.8% obese and 2.1% had moribund obesity. Prevalence of Diabetes was 18.56% among the study group. 46.7% of the known diabetics had good blood sugar control. On contrary, 33.3 % of them had poor blood sugar control. (Figure 1 , Table 1 14 which had shown the low education was associated with lower rates of awareness, treatment, and control in Low income country, is taken into consideration, the actual scenario in general population seems alarming. Even on the well-educated group, the prevalence of Diabetes was 18.56% and that of Hypertension was 44.32% as shown in the current study is unique from various prospective. The prevalence of hypertension in current study is comparatively in between if it is compared with other community based studies. The initial studies had shown lower prevalence of hypertension (5.3 to 9.9%). 15 But the criteria used in these studies, WHO criteria practiced at that time where hypertension was defined as the blood pressure level ≥160/95 mmHg, was higher than the current definition of ≥140/90 mmHg and lower prevalence is justifiable to some extent. More recent community based studies showed higher prevalence of hypertension, defined as per JNC VII criteria; three times higher than previously recorded in suburban Kathmandu. 9 A study reported the prevalence of pre-diabetes: diabetes in Nepal to be 19.5:9.5%. 16 WHO SouthEast Asia Region Prevalence of diabetes has projected prevalence from 436000 in 2000 to 1328 000 in 2030. 17 The Nepal Diabetes Association (NDA) had reported a year back that among people aged 20 years and older living in urban areas, 15% are affected by this disease. Among people aged 40 years and older in urban areas, this number climbed to 19%. Nepal is also facing the consequences of urban lifestyle leading to obesity and metabolic syndrome. Studies have shown prevalence of overweight and obesity in certain sections of the population to be as high as 32.9% and 7.2%, respectively.18In a hospital based cross sectional study, the prevalence of metabolic syndrome in diabetes patients as per NCEP/ATP III and IDF criteria were 71% and 82%, respectively. 19 The global diabetes prevalence in the age group 20 to 79 years were estimated to be 6.6% for the year 2010 which translates into 285 million people suffering from diabetes, according to international diabetes federation diabetes atlas. 20 The reasons for increasing prevalence are not clearly evident but changes in lifestyle and physical inactivity can be an important contributor. Low and middle income countries face the greatest burden of diabetes. Nepal is a developing country and people are changing their lifestyle like anything, they like to work by not doing hard work, this are making people physically inactive which is risk factor for development of obesity as well as diabetes. The prevalence of diabetes is increasing day by day in Nepal may be due to urbanization. Mehta et al and Singh et al showed the prevalence of diabetes in urban area were higher in compare to the rural area. 21 , 22
CONCLUSION
The study shows there was 18.56% prevalence of Diabetes while prevalence of Hypertension was 44.32%. Political leaders are considered as educated and well aware group on the basis of health in our country. Despite of which there is high prevalence of both the disease and there are significant new cases. This study shows that political leaders require high level of awareness on non communicable disease and require regular health check up respectively.
LIMITATIONS OF STUDY
This is a small study and it has some limitations. Participants were not chosen randomly and all those who came voluntarily were included in the study. Single random blood sugar level may not give definitive idea regarding accurate diagnosis and control status of Diabetes. Although blood pressure was measured twice when the first record was high, the impact of recently taken diet or smoking and other confounding variables were not taken into consideration.
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